Introduction
The World Health Organization's (WHO) Ottawa Charter for Health Promotion; as a primary response to growing expectations for a new public health movement around the world, led to the development of a series of ‗settings-based' (1) . The Health Promoting Hospitals (HPH) project and network began in 1988 and 1993, respectively, to promote the total quality management of hospitals. The project also aims at addressing the health of staff and the link of the hospital to its community (1) . Health promotion is defined in the Ottawa Charter as -the process of enabling people to increase control over, and improve, their health‖ (1) . Health promotion is understood to embrace health education, disease prevention and rehabilitation services, but stresses that information, education and advice only lead to sustained behavioral change if supported by prevailing norms, rules and cultures. Health promotion interventions in organizations therefore have to address these underlying causes (2) . Hospitals are an important component of the health care system and are central to the process of reform, and yet, as institutions, they have received remarkably little attention from policy-makers and researchers (3) . They are important within the health care system for several reasons. First, they account for a substantial proportion of the health care budget. Second, their position at the apex of the health care system means that the policies they adopt, which determine access to specialist services, have a major impact on overall health care. Third, the specialists who work in hospitals provide professional leadership. Finally, technological and pharmaceutical developments, as well as more attention to evidence-based health care, mean that the services that hospitals provide can potentially contribute significantly to population health (4) . If hospitals are ineffectively organized, however, their potentially positive impact on health will be reduced or even be negative (3) .
There is large scope and public health motivation for offering health promotion strategies in health care settings (2) . Hospitals consume between 40% and 70% of the national health care expenditure and typically employ about 1% to 3% of the working population (3) . These working places are characterized by certain physical, chemical, biological and psychosocial risk factors. Paradoxically, in hospitals-organizations that aim to restore health-the acknowledgement of factors that endanger the health of their staff is poorly developed. Hospitals can also have a lasting impact on influencing the behavior of patients and relatives, who are more responsive to health advice in situations of experienced ill-health (2) . Hospitals produce high amounts of waste and hazardous substances (2) . Introducing health promotion strategies to hospitals can help to reduce the pollution of the environment and cooperation with other institutions and professionals can help to achieve the highest possible coordination of care. Furthermore, as research and teaching institutions, hospitals produce accumulate and disseminate a lot of knowledge and can have an impact on the local health structures and influence professional practice elsewhere (2) . A health promoting hospital does not only provide high quality comprehensive medical and nursing services, but also develops a corporate identity that embraces the aims of health promotion, develops a health promoting organizational structure and culture, including active, participatory roles for patients and all members (5) . Fundamental principles dictate that HPHs should improve well-being and empower health professionals, patients, their relatives and the community with holistic healthcare that acknowledges the diverse needs and values of different population groups, and both protects and improves the hospital environment and greater community. Quality care and improvement of hospital ‗settings' and culture should go beyond curative services to health promotion through participatory, ‗health-gain-oriented procedures' including changes to: communication, training, education, organizational management, policy development; and the fostering of close links between hospitals and the community (6) . The history of the health system in Iraq began in the early twenties of the 20th century. During the 1970s and early 1980s, Iraq experienced improvements in several critical health outcomes (7) . The health care system-a hospital-oriented, capital-intensive model that requires largescale imports of medicines, medical equipment and even health workers-is inefficient and access is inequitable. Although the system ran fairly effectively, little health service data was collected. This led to a lack of cost-effective public health interventions, and services only partially matched population health needs. To this day, the levels and distribution, of available human resources for health is inadequate (7) . The Iraqi healthcare system is mainly central, with assured allocation of government subsidy dedicated towards the sector annually. As stated by the World Health Organization, there are 1,146 primary health centers run by mid-level workers; and 1,185 health centers, run by medical doctors. There are 229 hospitals, involving 61 teaching hospitals. Government disbursements on healthcare has raised in the last decade, as stated by the World Bank: In 2003 disbursements was at 2.7% of GDP, and in 2010 it had hurdled to 8.4% (8) .
Evaluation of Health Promotion Standards in the Iraqi
The predominant approach to quality management in hospitals is through setting standards for the services. Health promotion is a core quality issue for improving health and sustaining quality of life. The standards for health promotion in hospitals are necessary to ensure the quality of services provided in the area of health promotion activities. This study is the first one that is conducted in Iraq to investigate this area.
II. Methods
Aim: This study aims to investigate the level of the health promotion achievement in the Iraqi teaching hospitals. Setting: The study was conducted in teaching hospitals in Iraqi governorates. Sample: The study sample included a purposive -non-probability‖ sample of 42 nurses and physicians who have been working in Iraqi teaching hospitals. These hospitals were selected from 15 governorates in Iraq (out of 18 governorates; three are unstable in security situation) as follows: Baghdad (9 hospitals), Missan (3 hospitals), Al-Muthanna (2 hospitals), Al-Najaf (2 hospitals), Babylon (2 hospitals), Basrah (2 hospitals), Diyala (2 hospitals), Dohuk (3 hospitals), Erbil (3 hospitals), Karbala (2 hospitals), Kirkuk (3 hospitals), Sulaimaniyah (3 hospitals), Thi Qar (2 hospitals), Wasit (2 hospitals) and Al-Diwaniyah (2 hospitals).
Study Instrument:
The researchers used the Health Promotion Self-Assessment Questionnaire for Companies established by National Centre for Workplace Health Promotion Nofer Institute of Occupational Medicine Lodz, Poland. This tool has been developed in order to determine whether the health promotion standards have been already met in a given institution. The scoring of this tool includes (2 points) for the described standard occurs in the institution, (1 point) when there are already plans and some effort made to achieve the described ‗ideal' situation, and (0 points) for no plans have been yet prepared and no other activities have been completed concerning the respective standard. The total score can be calculated by summing all the points. The more points a given institution scores; the better the quality of its workplace health promotion program. For a workplace to be considered a health-promoting ‗a model of good practice' it should get 24 points and more, but an institution has to have at least 4 points in each of the 6 standards. This means that an institution with a good practice has reached in all the categories at least one of the described standards and is preparing to fulfil the two remaining ones or has implemented the proper approach in two areas out of three. A back-translation for the study instrument has been made by two bilinguists; who are well knowledgeable about both original and target languages, truly bilingual and familiar with the area under study in the source materials; from the target language (Arabic) back to the source language (English) in order to verify translation of the research instrument (9) . The equivalence between source and target versions has been evaluated. The content of the items has been established. Back-translation procedures should be used to the test instruments in addition to the items themselves (10) (11) . Testing of both source and target language versions revealed that items yielding no discrepant responses in the two versions.
Data Analysis: Data were analyzed by using the Statistical Package for Social Science (SPSS) for Windows, version 16. Descriptive statistics (frequency, percent, Mean, and standard deviation) were used in this study. The Mean age is 37.5 ± 8.7; about two fifth are within the 25-32 old-age group (n= 17; 40.5%), followed by more than a fifth who are in the 40-46 years-old age group (n = 9; 21.4%), less than a fifth are in the 30-39 (n = 8; 19.0%) and the same proportion for those who are in the 47-54. More than a half are males (n = 22; 52.4%) and less than a half are females (n = 20; 47.6%). Less than a half are Bachelor degree nurses (n = 20; 47.5%), more than two fifth are associate nurse (n = 18; 42.9%), and a small proportion are physicians (n = 4; 9.5%). The most have Bachelor degree education (n = 24; 57.1%) and two fifth have Diploma degree (n = 18; 42.9%). The Mean years of employment is 13.7 ± 8.5; more than a two fifth have ≥ 16 years of employment (n = 17; 40.5%), less than a quarter have ≤ 6 years of employment (n = 10; 23.8%), a fifth have 7-10 years of employment (n = 8; 19.0%), and less than a fifth have 11-15 years of employment (n = 7; 16.7%). The Mean years of working in current unit is 5.1 ± 3.4; the most have ≤ 5 years of working in current unit (n = 25; 59.5%), more than a third have 6 -10 years (n = 15; 35.7%), and a small proportion have ≥ 11 years (n = 2; 4.8%). The Mean of the standard of health promotion objective has the highest value (M = 3.6 ± 1.5), followed by the standard of the health promotion planning (M = 3.3 ± 1.5), the standard of health promotion evaluation (M = 3.3 ± 1.3), the standard of health promotion implementation (M = 3.3 ± 1.4), the health promotion structure (M = 2.9 ± 1.4), and lastly the health promotion policy (M = 2.4 ± 1.6). 
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IV. Discussion
The standards of health promotion objectives and the standards of the health promotion planning scored the highest values. On the other hand, the standards of the health promotion structure and the health promotion policy have the lowest scores. This can be attributed to that the top managers in the Iraqi health care institutions in general do not recognize the importance of putting the issue of health promotion standards into practice. Moreover, implementing the health promotion standards requires adequate and highly qualified personnel. According to the World Health Organization -EMRO, all hospitals have inadequate financial power by which they can manage the lack of some of the items by doing local procurement, but all the planning and budgeting and resource allocation is done at the central level, the hospital manager is able to plan his routine daily work but strategic planning for the hospital as to decide what services the hospital is to provide, or to close a ward or open it is a decision taken at central level. Consistently, the WHO stated that Iraq has some of the (12) . Consistently, the Iraqi Ministry of Health (MOH) stated that the main challenges that face the health sector in Iraq include the scanty resources, huge lack in the number of health agencies (hospitals and primary health care centers, lack of medical and allied health personnel, mass destruction of health infrastructures, absence of fair distribution of medical services among governorates, and between urban and rural areas, demographic changes among regions due to immigration which posed a critical challenge for applying the health policies, poor community participation owing to clients' dissatisfaction with quality of the delivered healthcare services, and the outdatedness of the currently followed laws and legislations which do not fit the governmental shifting toward reforming of the health system (13) . In addition to the aforementioned challenges, the poor economic status for large number of Iraqis steer them to seek the health care services they require in the governmental agencies which offer such services for nominal fees. This more probably constitute a huge burden on the governmental health agencies in terms of resources, maintenance of such agencies, and strategic planning for offering quality care through which a reliable evaluation can be implemented for the different aspects of the health care delivery system; including the health promotion standards in the hospitals.
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The Iraqi Ministry of Health had formulated a new mission after 2003 which aims to improve access to quality health care irrespective of ethnicity religion or geographic origin or socioeconomic status and to improve management of the health sector (12) . Alongside with the after 2003 mission, the Iraqi MOH formulated a new vision which encompasses seven core elements of population, empowerment, community involvement, integrated health services with emphasis on primary health care, financial risk protection (equity), health provider management autonomy, quality improvement and human resource development (12) .
V. Conclusion
This study is the first that was conducted to shade the light on the reality of health promotion standards in the governmental teaching hospitals in Iraq. The limitations include the paucity of the relevant literature either in Iraq or the Middle Eastern region. There is a need for further research that employ another tool that uncover more thoroughly the specific health promotion standards in hospitals.
